Introduction
Relieving the suffering of patients is a paramount responsibility for all health professionals. The fact that hospitalised patients still suffer from pain despite increasing technology and a wealth of research during recent decades, calls for an audit and new approaches in pain management. Nurses are professionally responsible for pain assessment and the administration of analgesia and are often considered the key persons in the management of pain. However, for many reasons nurses are unable to achieve the desired results of pain relief. Our study on nurses' experiences of caring for patients in pain indicates that previous studies in this field have often been limited to isolated aspects of pain management (Blondal & Halldorsdottir, 2009 ). Furthermore, they have been rather negative towards nurses. Our position is that many researchers have not appreciated the complexity of the nurse's multifaceted assignment of caring for patients in pain. We suggest that knowledge, in this respect, may often have been too narrowly defined. We challenge statements that propose that nurses do not believe that pain relief is a priority for nurses (Brockopp et al., 1998) or their responsibility (Twycross, 2002) . Successful pain relief may provide satisfaction for the nurses involved (Blondal & Halldorsdottir, 2009) , which is a rarely identified outcome by means of professional achievements. Various research results indicate that nurses' knowledge is less than adequate (Howell et al., 2000; 2002a; Van Niekerk & Martin, 2002) . Therefore, the main methods that have previously been employed in order to improve nurses' performance and to achieve better pain control are formal education about pain assessment and the use of pain medication. Interestingly, programmes that aim at increasing this knowledge, however, often fail to help in diminishing patients' pain. Some programmes may demonstrate changes in practice (e.g. Carr, 2002) where other findings are contradictory regarding their effectiveness, indicating that the effect of nurses' re-education is not maintained over time (Howell et al., 2000) and that more theoretical knowledge does not necessarily correlate with patients reporting less pain (Watt-Watson et al., 2001) . Furthermore, Wilson's (2007) survey on nurses' knowledge of pain also indicates that nurses may be incapable of managing pain, despite their knowledge of the existence of the patients' pain. It is, therefore, important to search for other explanations for inadequate pain management of nurses. Therefore, perhaps other patterns of knowledge are needed in addition to the often traditional emphasis on formal education about pain assessment and analgesics.
Aim of the theory
Theory is the acknowledged foundation to practise methodology, professional identity and the growth of formalized knowledge. Practice must not only be evidence based but also theory based. Hence, pain management must be theory based because theories serve as a broad framework for practice and may also articulate the goals of a profession and its core values. Our aim was to develop a theory, an explanatory model, which can explain nurses' complex task of pain management.
Methodology
In our evaluation of the various methods for this theory development we found theory synthesis as described by Walker and Avant (2004) a good method for constructing our explanatory model. They posit that more theory synthesis is needed to advance practice disciplines so we found a perfect fit. In the theory synthesis the theorists combine isolated pieces of information that may even be theoretically unconnected. Theory synthesis entails constructing a theory from study findings and scholarly writings, which may be numerous. It enables the theorist to organise and integrate a large number of findings into a single theory which can be presented as a model. The theory put forth in this chapter is based on 11 study findings, e.g. on our own phenomenological study on nurses' experience of taking care of patients in pain and ten other research findings from various researchers about: nursing advocacy; moral obligation; organisational barriers; patient based hindrances; and the nurse-doctor relationship (see Table 1 ). All these different studies helped us to clarify the manifold task of a nurse's pain management. This method can be compared with painting a picture where in step one the picture is drawn and step two (the literature in this case) is used to compare the "picture" drawn with other similar "pictures" for confirmation and clarification. In step three the picture is presented (Figure 1 ).
Findings
The theory provides a holistic view of the complicated task of relieving pain. The main tenets of this theory are: the role of the nurses as the patient's advocates, multiple patterns of knowledge and the doctor-nurse relationship. The theory is introduced in the form of an exploratory model which illustrates the main tenets, how they interact and how other aspects simultaneously mould nurses' actions and reactions while taking care of patients in pain (Figure 1 ).
The explanatory model
To understand and explain the nurses' central role of caring for patients in pain and their potential for providing adequate pain management, their position may be portrayed as that of patients' advocates (Mallik, 1997) within a goal-directed mission aimed at patients' pain relief. In figure 1, this journey is presented in an explanatory model where its main tenets have been arranged into a figure with a definite beginning and an end from top to bottom. As may be seen from the four central tenets of the model, acting as patient's advocate, moral obligation, formal and tacit knowledge, knowing persons and the system, initially dominate, followed by the concepts of internal and external hindrances, as well as potential outcomes. 
Nurses' two main drives: Moral obligation and formal and tacit knowledge
The first two concepts we introduce in our explanatory model are moral obligation (Mallik, 1997; Oberle and Hughes, 2001 ) and formal and tacit knowledge (Blondal & Halldorsdottir, 2009; Mallik, 1997; Nash et al., 1999) . We propose that on the nurses' journey to fulfil their mission of relieving patients' pain these two important drives prevail, as illustrated in figure  2 in the shadowed boxes. The nurses' moral orientation is displayed in accounts like this one: "If the patients report pain, then they're in pain … and of course you must do something about it" (Blondal & Halldorsdottir, 2009, p. 4) . Possessing formal or theoretical knowledge about pain assessment, pain management and medication is of importance but tacit knowledge is no less important, as experience and learning from other colleagues creates a sense of self confidence and increased empowerment in following their convictions to be the patient's advocate (Blondal & Halldorsdottir, 2009; Mallik, 1997; Nash et al., 1999) . "I suppose I believe advocacy is utilizing our own clinical knowledge as well as our own knowledge of the patient and putting the two of them together and then doing what you feel is best for the patient." (O'Connor & Kelly, 2005, p. 460) . This approach assists nurses to keep on advocating and relating with patients and doctors (Blondal & Halldorsdottir, 2009 ).
Sidestepping the gate

THE GATE
The nurse as the patient's advocate
As may be seen from our model, its central tenet portrays the position of the nurse as the patient´s advocate (Figure 3) . Here, the mission's journey begins with the nurse's assessment of the patient's pain, which leads to further decisions and reactions and where the nurse will direct his or her responses; what she or he can solve alone and what problems must be referred to physicians (Blondal & Halldorsdottir, 2009 (Blondal & Halldorsdottir, 2009) . At this point, which may be referred to as "the gate", having a voice is pivotal for nurses (Blondal & Halldorsdottir, 2009; Van Niekerk and Martin, 2002) because they represent the patient, and by using their influence they try to fulfil their mission (Blondal & Halldorsdottir, 2009; Jenks, 1993; O'Connor & Kelly, 2005) . As two different nurses put it: "Well, unfortunately the decisionmaking is not ours. We are restricted to what's ordered… I mean, if the doctor's ordered it, you can't very well make a decision" (Nash et al., 1999, p. 186) , and further: "I don't stand by and watch the patients and do nothing if I think they are wild with pain, I keep on pushing until something is done." (Blondal & Halldorsdottir, 2009, pp. 5-6) . If the nurse and the doctor do not reach reciprocal decision or agreement the nurses may have to keep on insisting or else give up --feeling silenced (Malloy, 2009; Blondal & Halldorsdottir, 2009 (Blondal & Halldorsdottir, 2009 , p. 2901 . Furthermore, to maintain trust between all involved, the nurses sometimes take on the role of a mediator or intermediary (Blondal & Halldorsdottir, 2009; O'Connor & Kelly, 2005) , but the importance of co-operation and holding a mutual vision crystallises in this description: "I just think it´s lot of give and take between doctors and nursing staff and patients; you´ve got to work together to actively relieve pain." (Nash et al., 1999, p. 185) .
Facilitating factors for a successful outcome
The main drives, moral obligation and formal and tacit knowledge may not be enough for successful pain management. There are several facilitating factors which are necessary to make use of, together with the main drives, in order to achieve a positive outcome of pain management (See Figure 4) .
Knowing the patient
One of the facilitating factors that are important motivating factors for advocacy (Mallik, 1997) , requires that the nurse knows the patient as a person, that is, as an individual, which allows the nurse to interpret information and select individualised interventions (Jenks, 1993) . "I think, knowing the patient's background and seeing more than just, say, a medical condition or a surgical wound, that makes you more able to advocate." (O'Connor & Kelly, 2005, p. 459) .
Knowing the doctor
In the explanatory model we propose that to know the gatekeeper, i.e. the doctor, greatly influences the nurse's success (Jenks, 1993) . "Sometimes I think the nurses are underheard if you go and you're telling the doctor, this patient is in pain. This patient is in pain, ah yeah, we'll change this. The patient is still in pain. Sometimes they don't actually listen to what you're saying. It depends on how you say it, or who you're actually saying it to." (Malloy et al., 2009, p. 726) . Then on the other hand, "It's a good feeling when you know that someone respects your opinion and respects your assessment of the patient also." (Jenks, 1993, p. 403) . It is no less important for nurses to know their own potential and believe in themselves, since experience creates a sense of self-confidence and increased empowerment in following their own convictions. Therefore, individual factors influence nurses' decisions on pain management; "I'm quite happy to make those decisions, because I'm happy to be answerable for them…so I do things that I am comfortable with and I feel that I am doing the best for the patient." (Nash et al., 1999, p. 185) 
Knowing the system and access to specialists
Organizational knowledge, to know how the system works, together with knowledge of the wishes of patients, allows nurses to advocate in an effective way; therefore "[A]n advocate to me would be somebody who uses whatever knowledge they have in a situation to do the best for the patient." (O'Connor & Kelly, 2005, p. 460) . Then having access to a specialist in pain management and pain teams within the organisation is of utmost importance as t h e y s e r v e a s n u r s e s ' g u i d e s a n d h e l p 
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Hindrances to successful pain management
This journey is complicated, however, by several obstacles that emerge either as internal or external obstacles (see figure 5 ).
Fig. 5. Internal and external obstacles
Internal obstacles
Internal obstacles that can complicate this process are the nurses' inner struggle of moral dilemma and doubt, of doing right and trusting one's own judgement, that appear to be the result of tension between doubt and duty. Here a prevailing feature includes the fear of giving too much medication and caring for addicts (Blondal & Halldorsdottir, 2009; Nash et al., 1999) . "I felt it [to give pain medication to an addict] was a strain, really, on human nature -are you doing something wrong? Or are you doing right? Or are you just cruel to refuse to give it to him? -really, what should you do?" (Blondal & Halldorsdottir, 2009, p. 5) .
External obstacles
External obstacles are connected to organisational structures (Kuuppelomäki, 2002a ) such as absence of or an inadequate prescription, lack of access to accountable physicians, and the lack of directions and clear rules. Moreover, decisions regarding palliative care are imperative for successful pain relief (Blondal & Halldorsdottir, 2009; Kuuppelomäki, 2002a) ; "Accepting death and the transition from acute care to terminal care are a problem." (Kuuppelomäki, 2002a, p. 706) . External hindrances may also be patient related, such as their unwillingness to report pain and to accept analgesics (Blondal & Halldorsdottir, 2009; Kuuppelomäki, 2002a) , which further complicates the assessment of pain and pain relief. "He was a difficult man and so withdrawn. You just couldn't get through [to] him and you don't know why not. Cases like that make me feel so uncertain, I start to doubt myself." (De Schepper et al., 1997, p. 424 ).
Coping mechanisms
Further action can involve the use of various coping mechanisms in order to share the burden, seek better solutions for the patient and/or control their feelings (Blondal & Halldorsdottir, 2009; Nagy, 1999) . (See figure 6.)
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www.intechopen.com The most important factor is support provided by colleagues (De Schepper et al., 1997; Nagy, 1999) and specialists in pain management that serve as their guides (Blondal & Halldorsdottir, 2009) . "The people that we work with. You can go up and say 'So-and-so, I can't cope with this any longer! Can you either give me a hand or do it for me?' And people where we are working at the moment will do that. So if we're getting too fed up someone else will either help you out or do it for you so you can go and have a rest. They understand what it's like!" (Nagy, 1999 (Nagy, , p. 1433 . Furthermore, "I get a lot of support from the team here. They give me [the] feedback I need and I can have a good moan." (De Schepper et al., 1997, p. 426) . Assistance can, therefore, like other coping strategies, transform distress into satisfaction (Blondal & Halldorsdottir, 2009 ) which may keep them satisfied despite unfavourable outcomes. Some nurses do sidestep the gate by using independent nursing interventions, take control and thread the risky road of bypassing the gate by altering the medication on their own initiative or bend existing rules and directions (Blondal & Halldorsdottir, 2009) . But this also may be the result of the distress mentioned above.
Potential outcomes
As suggested by this model, the nurse's journey has two potential outcomes, based on the degree to which nurses are able to fulfil their commitments (see figure 7) . Successful pain relief leads to nurses' satisfaction and empowerment and patients' satisfaction and possibly mutual trust (Blondal & Halldorsdottir, 2009 ). Conversely, pain management is burdensome when the patients' sufferings are not relieved (Nagy, 1999) or the nurses are silenced, with consequent dissatisfaction and distress (De Schepper et al., 1997; Oberle and Hughes, 2001) , disempowerment and possibly mutual distrust. "I think, really, it's one of the more difficult things one experiences… I was so upset inside… so angry inside, not being able to help and not really knowing where to turn, because the doctors said just that [dose of medication], and it didn't work at all, so I was somehow defenceless about what to do." (Blondal & Halldorsdottir, 2009, p. 6) . However, importantly, we want to point out that perceived discomfort or dissatisfaction with the outcome can serve as a drive for further action (Blondal & Halldorsdottir, 2009; Mallik, 1997) .
THE NURSE AS PATIENT´S ADVOCATE
Silenced voice
Coping mechanisms From this overview we conclude that theoretical knowledge is only one aspect of nurses' pain management. They require knowledge from various other sources, ethical, personal, and aesthetic, as well as many skills, e.g. communication and negotiation skills, in order to fulfil their obligations and role. In our view, lack of recognition of these other kinds of knowledge may stem from the fact that many studies focus only on isolated aspects of pain management. All too commonly the studies provide only a somewhat fragmented analysis of isolated factors of pain management. In contrast, the explanatory model presented here provides a more holistic view of the nurses' complex situation when caring for patients in pain and may reveal that neglecting these other facets may have contributed to the permanent inadequacy in pain management of patients that is so widely described.
Successful outcome
Pain relief
Discussion
This explanatory model clarifies how nurses require various coexisting patterns of knowledge, within a favourable organisational environment, to be able to perform in accord with their role as key persons in pain management and how their performance may predict a positive or negative outcome for the patient and the nurse. This model further explains the relationships of nurses with patients and physicians where nurses seek to act as patients' advocates and how having a voice is pivotal for nurses. Furthermore, we depict how internal and external barriers can hinder the performance of nurses and how an unsuccessful outcome that evokes profound distress may concurrently stimulate further actions and turn a negative outcome into a more favourable one. This explanatory model of a nurse's journey therefore denotes nurses' encounters with, and reactions to, the multiple demanding assignments they continually meet on their mission towards pain relief. and to initiate the process of pain management. Our notion of nurses' obligation to relieve pain is supported by several studies (Oberle and Hughes, 2001; O'Connor & Kelly, 2005; Rejeh et al., 2009 ). However, it may have been underestimated up till now because even if nurses possess the relevant theoretical knowledge, they may not necessarily make use of it without the requisite motivation. We want to emphasize that non-professional and professional moral values that motivate and direct individuals' choices can be inculcated through education or socialisation (Omery, 1989) , and nurses recognise that a sense of responsibility in pain management needs to be learned (Rejeh et al., 2009 ). Taylor et al. (1993) also conclude that nurses' education about pain management must include professional ethical obligations and the suitability of their professional values. Importantly, moral values may also be generated by an organisation's philosophy statement or policy (Omery, 1989) and moral values should, therefore, be part of nursing education as well as organisational statements.
Nurses´ two main drives
Formal and tacit knowledge
In accordance with our propositions, professional responsibility and moral obligation are considered key initiates for advocacy. Twycross (2002) posits that in order to advocate, a theoretical knowledge base is needed. Vaartio et al. (2006) and O'Connor & Kelly (2005) add to this by stating that theoretical as well as practical knowledge of pain management is a necessary antecedent of advocacy. Where sound empirical knowledge about pain assessment and various methods for management of pain are vital, it must be kept in mind that nurses learn no less through experience, where they learn to utilise their own potential and personal knowledge through their own practice and role modelling. This drive for taking action by using theoretical or formal knowledge along with experience and selfconfidence is congruent with Mallik's (1997) statement that 'intervening conditions' facilitate advocacy. These factors have also been found important for nurses' decisionmaking (Nash et al., 1999) . Where knowledge of theoretical origins may be the type of knowledge that is most easily recognised and is emphasised during formal education at school and in continuous education, we stress that the role of tacit knowledge gained through experience and role modelling has more rarely been pointed out, perhaps because it is rather of personal and aesthetic origins. Importantly, as we see it, this knowledge supplements formal knowledge, for instance in the early stages of the process where nurses assess the patient's pain.
The nurse as patient's advocate in pain management
Patients in pain have been recognised as a vulnerable group of patients that are in need of nurses to advocate on their behalf (Ware et al., 2011) , and nurses see it as their role to safeguard their interests (Blondal & Halldorsdottir, 2009; Ware et al., 2011) . As portrayed in our explanatory model nurses assume a central role in assessing and managing patients' pain. However, since doctors are responsible for prescribing analgesia, nurses' concerns about pain relief are often affected by their relationship with the doctors (Kuuppelomäki, 2002a; Taylor et al., 1993; Van Niekerk and Martin, 2002) .
Communicating with doctors at "the gate" and mutual decision-making
On the nurses' journey the gate, where they enter these relations with the gatekeeper-the doctor, is an important turning point (Blondal & Halldorsdottir, 2009) . Having a voice at the gate is pivotal, because there the nurses represent the patient, and by using their influence try to fulfil their mission. Subsequently, the doctor decides what medication the patient can or cannot receive; i.e. whether the nurses pass through the gate (Blondal & Halldorsdottir, 2009) . Within the gate the nurses can also assume the role of 'conciliator' or 'intermediary'. Nurses' accounts of their advocating position have, therefore, also been described as 'bridging the gap' between the patients and the medical profession. This involves the translation of information between patients and doctors and in both directions (O'Connor & Kelly, 2005) . As we envision it, yet another aspect of personal knowledge is revealed here where, inevitably, nurses must communicate with doctors to achieve the best outcome for patients. Many nurses do not find it difficult to communicate with doctors or to confront them and are ready to push boundaries to acquire what the patient needs (Blondal & Halldorsdottir, 2009; Vaartio et al., 2008; Ware et al., 2011) . For others, communicational problems are a matter of fact and they feel uncomfortable about trespassing on the doctors´ domain (De Schepper et al. 1997; Willson, 2000) . Nurses in cancer-related home care, for instance, complain about physicians' lack of knowledge and collaboration, and problems with contacting them . Nurses then also describe physicians' fear of overmedicating patients with dementia or delirium in medical wards (Coker et al., 2010) . Communicational problems cause feelings of powerlessness and distress (Blondal & Halldorsdottir, 2009; Malloy et al., 2009 ) and ethical dilemmas and they are sometimes punished for their advocating activities (Clabo, 2008; Mallik, 1997; Malloy et al., 2009 ). Mallik (1997) maintains that to achieve their goals, advocates often play the doctor-nurse game of recommending actions without appearing to do so (Stein et al., 1990) or assume the attitude of a 'stubborn rebel' with an over-determined and even hostile behaviour (Stein et al., 1990) . In our study, however, the nurses emphasise assertiveness, rather than pushiness, for success (Blondal & Halldorsdottir, 2009) . When nurses are straightforward in their requests, this could be explained by their perceptions of being respected and having a voice, and therefore in keeping with Van Niekerk and Martin (2002) that nurses who feel adequately consulted by physicians are more likely to initiate the consultation process. The use of assertiveness further matches the argument of Keenan et al. (1998) that conveying ideas in a forceful and confrontational manner increases the likelihood for successful collaboration. We claim that when nurses choose to bypass the gate by bending rules (Blondal & Halldorsdottir, 2009; Ware et al., 2011) despite the risk of jeopardising their career, this might indicate a lack of self-confidence, negotiating competence or communicational competence skills. For nurses, ethical problems may often be related to their hierarchical position, where their voices are not heard or they are being silenced in spite of their professional knowledge (Blondal & Halldorsdottir, 2009; Malloy et al., 2009; Oberle and Hughes, 2001) . From this, it might be understood that the views of nurses and doctors are incompatible, for instance because of the different orientation of care versus cure (Malloy et al., 2009 ). However, doctors can also experience an inability to exercise moral agency and experience powerlessness, because of hierarchical structures, and they are faced with the same kinds of ethical dilemmas as nurses. Furthermore, the obligation to respond is the same for all and this difference could rather be explained by different roles and responsibilities and unawareness of each others' responses (Oberle and Hughes, 2001 ). This also may reflect the reality that nurses and doctors act independently, without mutually agreed principles or practices rather than as a team in managing pain (Kuuppelomäki, 2002a this could also apply to other pain management decisions and call for more discussions about the ethical aspects of pain management across professions.
Facilitating factors for a successful outcome
As represented in our explanatory model, facilitating factors for successful advocacy and a favourable outcome require knowing persons and the system. Jenks' (1993) exploration of nurses' clinical decision-making, proposing that clinical decisions depend on the quality and dynamics of nurses' interpersonal relationships is in harmony with our interpretation of the process from pain assessment to reaction. However, we also want to add the dimension of knowing your own self and the organisation that also are essential facilitating factors. These important features that enhance nurses' possibilities for using their knowledge and moral motivation are opposed to the factors that hinder them in making use of their potential, and may, to some degree, be used to overcome their negative effects.
Knowing the patient
As repeatedly has been pointed out, insufficient pain assessment by nurses interferes with successful pain relief (Carr, 2002) . According to McCaffery , as cited in McCaffery, 1968 ) " [P] ain is whatever the experiencing person says it is, existing whenever he says it does" (p. 17). However, because individuals express pain very differently, this definition creates some problems for nurses. For instance, although the risk of addiction is minor (McCaffery et al., 1990) , caring for a patient who is, or is suspected of being, an abuser can be very stressful (Blondal & Halldorsdottir, 2009; Nash et al., 1999) . Moreover, McCaffery and Ferrell (1997) assert that nurses must appreciate that "the only scientific tool for measuring pain intensity is the patient's report using a pain rating scale" (p. 183). These scales may, however, be difficult to use with patients that are disoriented (Coker et al., 2010) or unconscious (Kuuppelomäki, 2002a) and many nurses are hesitant to use them (Schafheutle et al., 2001) . Then many elderly patients suffer in silence with their pain and discomforts and do not seek help and more effort is required if those with pain are to be identified, supported and cared for as Gudmannsdottir & Halldorsdottir (2009) suggest. Whereas the use of various pain scales for pain assessment build on theoretical knowledge, conversely, knowing the patient as a person can greatly assist nurses to assess the patient's pain (Blondal and Halldorsdottir, 2009 ); this approach is more related to personal and aesthetic knowledge. Knowing the patient as a person strongly facilitates the assessment of patients' needs and clinical decision-making (Liaschenko, 1997) , and allows nurses to interpret information and select individualised interventions (Takman and Severinsson, 1999) . Furthermore, the nurse-patient relationship is a motivating factor for advocacy (Mallik, 1997; O'Connor & Kelly, 2005) and analysing the patient and the situation is a fundamental element of advocacy (Vaartio et al., 2008) . Therefore, we suggest that more emphasis is given to this special aspect of pain management. Still, yet another pattern of knowledge may also be needed here; unknowing the patient. When nurses admit to themselves that they do not know the patient and his or her point of view, it allows them to hold their former biases and prejudices in abeyance (Munhall, 1993) . We suggest that assuming this type of knowledge is of utmost importance as it may prevent nurses from making assumptions about patients´ pain intensity that is based on diagnosis and course of treatment (Clabo, 2008; Manias, 2003; Schafheutle et al., 2001 ) that is associated with underestimation of pain (Sjöström et al., 2000) , and a barrier to effective pain relief (Schafheutle et al., 2001) . Adopting this stance of unknowing could also avoid the stereotyping of patients, such as those who may be addicts, homeless or prisoners (Rejeh et al., 2009) or with a lifestyle that may affect nurses' pain management behaviours (Wilson, 2007) . Therefore, we advise that strategies nurses use to connect to patients which may be based on personal knowledge (Carper, 1978) and unknowing (Munhall, 1993) are highlighted along with the current emphasis on using pain rating scales (e.g. Paice and Cohen, 1997) . According to our model, competent communication with patients may be a powerful way to overcome internal hindrances in addition to theoretical knowledge about pain assessment, addiction, respiratory depression and other possible side effects of pain medication that also may stem from the ethical orientation of preventing harm to the patients. When nurses' emphasise individualised pain management, knowing the patient as a person, recognising his/her special needs and responding to these needs on the basis of envisioned results, portrays the importance of aesthetic knowledge and comprehension of the particularity of the situation (Carper, 1978) . Empathy is also an important component mode of the aesthetic pattern in nursing (Carper, 1978) , and apparent in nurses' accounts of pain management (Blondal & Halldorsdottir, 2009; Rejeh et al., 2009 ) and should be not only acknowledged but utilised more often.
Knowing the doctor
Since nurses call for equality, mutual decision-making and respect for their judgement (Blondal & Halldorsdottir, 2009) , knowing the doctor is a factor worth further exploration.
In accordance with our explanatory model Jenks (1993) maintains that knowing the doctor creates mutual trust in each others' perceptions. Therefore, a good nurse-physician relationship, in accordance with our metaphor of nurses passing through the gate, knowing the gatekeeper may add to optimal pain relief and consequently affects nurses' and patients' wellbeing. It is, therefore, imperative that both doctors and nurses be aware of the need for good rapport and be knowledgeable about good communication techniques and that both groups of professionals make every effort to encourage collaboration and to find ways to get to know each other as persons. Again, we propose that personal knowledge and communicational skills that nurses must use in relations with patients and doctors is vital because, as before, possessing theoretical knowledge and the motivation to use it (moral orientation) may become of little use if not employed because of lack of communication or negotiating abilities or lack of self-confidence or if nurses cannot react because their voice is silenced. Therefore, nurses must be taught to act as the patients' advocates, represent themselves and act like the patients' representative.
Knowing oneself, having self-confidence and conviction
We further want to draw attention to how nurses' awareness of their feelings such as distress and empathy, recognition of their own capabilities, self-confidence and persistence may be important facilitating factors. As mentioned before, motivational factors such as experience and self-confidence are congruent with Mallik's (1997) 'intervening conditions' that facilitate advocacy and are important for nurses' decision-making (Nash et al., 1999) . As further discussed later, emotional responses such as anger and frustration are also potent motivators for advocacy (Mallik, 1997) . Such knowledge is of both personal and aesthetical origins and nurses must learn to identify and accept such feelings and be empowered to use them to be capable of following their convictions, both for their own sakes and for the good of the patient. According to our model, nurses that hold such knowledge and believe in 
Knowing the system
Yet another facet that is worth more consideration is nurses´ knowledge of the organisation. Knowing the system and the environment is part of nurses' advocacy, for instance when nurses must mediate between the patient and the system through interpretation of medical terminology or advocating for a group of patients (O´Connor et al., 2005) . It also seems necessary to recognise what options or resources are available within the organisation, for instance whom to turn to for assistance. Here, the support of professionals -specialists in pain management within organisations, must be present at all times to assist them in dealing with difficult cases (Blondal and Halldorsdottir, 2009; Nash et al., 1999) . Moreover, nurses must recognise the availability of specialists and when they should be contacted and involved.
Hindrances for successful pain management
As the model portrays, some inhibiting factors hinder nurses´ potentials for taking action and therefore interfere with their drives, moral obligation, and formal and tacit knowledge. It may also be seen that these factors are somewhat in opposition to the facilitating factors.
The main obstacles are grouped as external -originating in the nurses´ environment, or internal -concerned with inner doubts or dilemmas. This gives an example of how these model elements are interconnected and should not be taken out of the immediate context.
Internal hindrances
As previously mentioned, nurses´ moral motivation is complicated by some dilemmas as the nurses encounter variable decisional and ethical conflicts ) that directly affect the pain management process and its outcome. The dilemma of inflicting pain to serve other goals of treatment (De Schepper, 1997; Willson, 2000) , fear of giving too much pain medication because of respiratory depression (Ferrell et al., 1991; Howell et al., 2000; Wilson, 2007) , sedation (Howell et al., 2000) , fear of the addictive properties of narcotics (Brockopp et al., 1998) , and doubt whether the pain is real (Nash, 1999; Rejeh et al., 2009 ) has repeatedly been described. So are the difficulties of distinguishing between physical pain and psychological distress (Kuuppellomäki, 2002a) , patients' non-compliance in accepting analgesia (Kuuppellomäki, 2002a) , patients' reticence (De Schepper et al 1997; Rejeh et al., 2009 ) and nurses' concerns about giving a dying person the last dose (Brockopp et al., 1998) , as for some, hastening death through pain relief is morally unacceptable (O'Rourke, 1992) . Ethical problems may also arise from a lack of permission to be honest with patients (Rejeh et al., 2009) or because of the attitudes of family members towards pain medication (Kuuppelomäki, 2002a) . Nurses also frequently describe how difficult it is for them to care for patients that are known abusers or suspected of being addicts, and believing their words (Blondal & Halldorsdottir, 2009; Nash et al., 1999; Rejeh et al., 2009) . Dilemmas may also be caused by preconceived notions about certain groups of patients that negatively interfere with nurses' decision-making (Brockopp et al., 2003) . Interestingly, Van Niekerk and Martin (2002) point out that nurses with greater knowledge of pain assessment are less likely to experience ethical conflicts regarding overmedication, addiction or doubt about the existence of pain. Hence, more knowledge could prevent such ethical conflicts. Accounts like this further sustain our claims about how the separate parts introduced in our model are interconnected and cannot be separated from the complete picture.
External obstacles
Organisational barriers have formerly been extensively described, where lack of time, workload (Ware et al., 2011; Rejeh et al., 2009 ) financial restraints and staffing cutbacks (Oberle and Hughes, 2001; Rejeh et al., 2009) , restraints of routine (Willson, 2000) , insufficient prescribing of analgesics (Schafheutle et al., 2001; Kuuppelomäki, 2002a) based on habits instead of individualised needs (Boer et al, 1997) , and unavailability of physicians (Kuuppelomäki, 2002a; Rejeh et al., 2009) interfere with pain relief. Other related hindrances that are part of the system have also been identified such as unavailable non-pharmacological pain relief measures and disorganised systems of care (Coker et al., 2010) . Rejeh et al. (2009) also point out that defective equipment and interruptions can lead to ethical problems in pain management. The importance of a decision on palliative care for good pain relief is endorsed by Kuuppelomäki (2002b) who reports physicians' hesitancy about starting terminal care, and delayed decisions of using a strong analgesia (Kuuppelomäki, 2002a) . The organisation must, therefore, provide an optimal organisational environment since organisational barriers such as unclear rules, lack of prescriptions or time and resources such as specialised pain services, may hinder nurses from acting according to their best knowledge, potential and goals. The presence of prescriptions, rules and directives are important to be able to give the patient what she or he needs. Inflexible protocols and strict policies or routines, on the other hand, impede good pain management (Rajeh et al., 2009; Willson, 2000) resulting in the nurses giving up and leaving them feeling silenced and disempowered (Blondal & Halldorsdottir, 2009; Malloy et al., 2009 ). Alternatively, nurses may feel compelled to choose to bypass the gate, by bending rules (Blondal & Halldorsdottir, 2009; Ware et al., 2011) , to obtain favourable results for the patient, as is portrayed in our model. Our emphasis on organisational structures is supported by the results of Willson's (2000) participant observation study on factors affecting analgesia administration; Willson suggests that because of the interplay between multiple organisational and interpersonal features, more education of the nurses will not necessarily improve the administration of analgesics.
Coping mechanisms
How nurses cope with their challenges predicts to some extent how they perceive the outcome of pain relief and they seem to use various methods to cope and protect themselves. Applying methods such as concentrating on patients' positive attributes is a component of strategies that prevent burnout (Simoni and Paterson, 1997) , and sharing feelings with colleagues (De Schepper et al., 1997; Nagy, 1999) and having the opportunity to stand back from situations (De Schepper et al., 1997; Rejeh et al., 2009 ) are consistent with strategies that reduce powerlessness (De Schepper et al., 1997) . Seeking and receiving support from pain teams and specialists in pain management is vital, and such assistance can transform distress into satisfaction. Ironically, those who accept the responsibility as seeing to pain relief run the risk of experiencing ethical problems which may lead to a sense of loss of control and subsequently burnout, resulting in decreased quality of care (Schmitz et al., 2000) . If nurses give up their advocating efforts and instead assume coping methods such as avoidance, which indicates unsuccessful coping (Simoni and Paterson, 1997) , it may desensitise them to patients' needs (Nagy's, 1999) , which means in turn that they may not be willing or able to attend to patients' suffering. Such strategies should, therefore, be detected, and those nurses helped to adopt more constructive coping strategies.
Potential outcomes of pain management and advocacy
Effective pain relief may provide satisfaction, both by means of professional achievements and benefits for the patient and the nurse (Blondal & Halldorsdottir, 2009; De Schepper et al. 1997; Vaartio et al., 2008) . However, such positive outcomes are seldom mentioned. We believe that this aspect should receive more attention and nurses should be enabled to reap satisfaction from overcoming challenges and learning from them. As successful pain relief may enhance autonomy and a sense of empowerment, this is relevant to both quality of pain management and job satisfaction. Conversely, much more attention is given to the negative aspects: dissatisfaction, distress and frustration (e.g. Nagy, 1998; Söderhamn and Idvall, 2003) following insufficient or unsuccessful pain management that leads in turn to nurses' suffering and disempowerment (Blondal & Halldorsdottir, 2009; Oberle and Hughes, 2001 ).
Dissatisfaction and distress as motivators for a successful outcome
Since dissatisfaction and nurses´ distress may be the inevitable results of nurses' inability to ease the patients' pain, for instance because of silencing or lack of resources, it is important to note that nurses' distress can impel further actions. This is in agreement with Mallik's (1997) argument that emotional responses of anger and frustration can be potent motivators for advocacy. It, therefore, seems important that nurses accept and recognise such feelings, not least because those who acknowledge and try to deal with feelings of powerlessness are more capable of coping (De Schepper et al., 1997) . All these responses require, once again, both personal and aesthetic knowledge where nurses as individuals must learn to know themselves and their reactions and be able to develop and maintain a view of what they want to achieve with their actions. Here we come back to earlier discussion about nurses' requirements of knowing their own "selves", their own feelings and capabilities.
Further development of this theory
Theory provides a more complete picture of practice than factual knowledge alone, and theories formulate, identify, and articulate the science and practice of every discipline (Butcher, 2006) . Nursing scholars need to identify and articulate the processes and components of the art and science of pain management. This theory is an attempt to do so in an endeavour to continue the discipline's development by assisting in the understanding and practice of creating further theoretical discourse, processes and products for pain management, similar to what Kagan (2006) has described. All theories are reconstructed in the light of new data. The theory presented here is, therefore, seen as always being in the process of emerging, as is our world view. According to Walker and Avant (2004) , the next steps in the phases of our theory development are: theory testing involving concept revision, statement revision, and theory revision, followed by further theory testing. We encourage our colleagues to critique the theory and use it to generate research questions and take part in testing the theory as well as in concept, statement and theory revision.
Implications for practice and future research
From our explanatory model many suggestions can be made about how to contribute to changes in the education of nurses, their work environment and future research.
Nurses' knowledge and formal education
Firstly, we propose that alterations should be made within nurses' basic education at school and continuous education at the institutional level. Nurses' formal education at school must include extensive knowledge about pain assessment and pain management and it is also necessary that courses are offered regularly within all health care settings on pain assessment, analgesia, adverse reactions, and respiratory depression. However, in addition to the traditional emphasis on the use of pain scales for the assessment of patients' pain, it is also important to emphasise personal and aesthetic knowledge that contains strategies that contribute to knowing and involving the patient, and nurses' availability. Then education about the pain management of dying patients, addiction and prejudices must also be increased, both at schools and within organisations. The ethical aspects of pain management should be included in all courses along with empirical knowledge and should contain discussions about moral responsibility, bioethical principles, nurses' professional code of conduct and the Patients' Rights Act together with religious discussions about pain management. Furthermore, despite differences in educational programmes and the cultures of nurses and doctors, these professions must reach a mutual understanding to achieve suitable and consistent care for their patients (Malloy et al., 2009) . One method to bring together their views could, therefore, be to organise courses that these professionals attend together. That said, as nurses' socialisation occurs to a great extent during their nursing education (Stein et al., 1990) , nursing students should be taught to make claims for mutual decision-making, to recognise their own potential, and be empowered to make claims for resources and improvements. As many nurses may lack the vocabulary for ethical decision-making, thus contributing to the silenced voices of nurses (Malloy et al., 2009) , advocating competence should be taught at school. Moreover, they should be prepared for the need for negotiation, assertiveness, and effective communication. It is necessary that nurses are encouraged to reflect on their experience both as nurse students and as practicing nurses and also to establish positive working relationship with doctors. Moreover, since nurses seem to learn strategies such as self-confidence through role modelling we emphasize that during their nursing education and as novice nurses they should have access to role models for guidance that relate to their use of personal and aesthetic knowledge. During courses about pain management nurses' coping methods should be addressed, and they should be taught to recognise destructive methods and adopt more constructive ones. The method of structured reflection (Johns, 1995) , for instance, could be used to assist nurses in learning about their own abilities and responses. However, not only should negative aspects of their practice or difficult cases be inspected, but also the positive ones.
Organisational environment
Firstly, it is imperative that pain relief is highlighted within all health care settings and organisational nursing policies or visions for nursing, which must reflect this important aspect of care. It should be stressed that pain management is a priority and recognised that time and adequate resources are important aspects of pain management. Protocols that exemplify the responsibility of each member of the health care team should exist, but all rules that are created should also be flexible; for instance nurses must be enabled to choose an analgesic from a range of individualised prescriptions. It also seems vital that clear directives exist for the pain relief of addicts and access to support from specialists in the management of this group of patients available at all times. Support from specialists in pain management and psychological support at all times are also fundamental. Moreover, the opportunity to discuss difficult cases with philosophers or leaders from different faiths and denominations should be provided in every health care setting. Subsequently, conversations about nurses' ethical responsibilities and dilemmas should be offered and should be open for both nurses and doctors. As pain assessment is partly dependent on positive nurse-patient relationships and knowing the patient as a person, nursing models and interventions that encourage such relations should be introduced and supported. Another aspect of organisational culture that may enhance successful pain management is good collaboration and maintenance of trust between nurses and in the nurse-physician relationships. All efforts that strengthen dialogue and a culture that enables nurses to seek support and advice from colleagues and encourages open discussions about feelings and coping may therefore have positive outcomes in this respect. Lastly, an atmosphere of persistence and seeking the best available solution should be supported.
Future research
The explanatory model can be a great source of ideas for future research. Firstly, a quantitative study could be conducted, to assess nurses' level of empirical, aesthetic and ethical knowledge along with personal knowledge regarding pain relief; including communication, collaboration and coping. Secondly, it would be interesting to explore the ethical component of the nursing and medical curricula and further to investigate to what extent nurses and doctors are guided by moral values in their pain relief at work. Thirdly, studies on how nurses' moral orientation is balanced with the effectiveness of the pain relief they provide could also be conducted. Fourthly, it seems necessary to conduct more studies where the communication of nurses and doctors connected with pain management is explored, for instance by using an ethnographic approach. Fifthly, it seems important to run more field studies within each organization to identify the main obstructions for effective pain management. It seems vital to begin with identifying what hindrances are most prominent before embarking on a campaign for better pain management within organisations. A part of these studies could be to inspect the effects of workload, lack of time and constraining directives on nurses' potentials for providing optimal pain relief.
Conclusion
Our explanatory model is at odds with statements proposing that pain relief is not the nurses' priority (Brockopp et al., 1998) or their responsibility (Twycross, 2002) . We assert, however, that various reasons inhibit the nurses' potential for taking action. We conclude that nurses are the patients´ advocates in pain management and successful pain management is rewarded with a sense of satisfaction, empowerment and fulfilment of their duty. They are in a key position to assess and manage pain and their mediatory position within the hospital is unique. It is vital that nurses are adequately prepared for their role educationally by possessing multidimensional knowledge about pain management. We assert that good theoretical knowledge may be inadequate if the nurse does not have the right motivation, i.e. the moral inclination to use it in practice. Furthermore, personal knowledge t h a t n u r s e s m u s t u s e i n r e l a t i o n s w i t h p a t i e n t s a n d doctors is also necessary because theoretical knowledge alone may be of little use if it cannot be employed because of lack of communication or negotiation competence or because their voice is silenced. They also need personal knowledge for self-knowledge, and to reflect on their own strengths and weaknesses in order to make better use of their own abilities. Therefore, nurses must be taught to act as the patient's advocate and the patients' representative. This also requires nurses to use their aesthetic knowledge to appreciate the needs of every individual patient. Furthermore, nurses must acknowledge how little they know about some patients who could beforehand be labelled as "difficult". These patterns of knowledge in pain management are interrelated and should therefore be assessed as a whole if pain management is to be enhanced within an organisation or pain management skills in nurses' primary or continuing education. The organisation in turn must provide an optimal environment; a clear statement about pain management and clear but flexible rules on pain management, and provide ample time and resources such as specialised pain services, that otherwise may hinder nurses from acting according to their best knowledge, potentials, and nursing goals. Teamwork and good collaboration between health care professionals must also be supported. The structure and prevailing culture of organisations must therefore be scrutinised before organising improvements in pain management. All the factors previously mentioned coexist and are interdependent and cannot be taken out of the immediate context, as may be seen from our model. Therefore, developments in pain management that focus only on one aspect of pain management may be ineffective, as many factors affect this process. We, therefore, propose that knowledge in this respect has often been too narrowly defined and we call for a more holistic approach in pain management by nurses and other health care personnel where multiple types of knowledge and skills as well as the organisational context are included and taken into consideration during educational efforts and reform of pain management within organisations.
